There are several possible explanations for an excess in prescribing costs in Wales. The proportion of subjects in the community who become ill, or who perceive themselves as ill, could be greater than in England. On the other hand, these proportions could be the same, but the relative numbers who treat themselves, perhaps by the direct purchase of medicaments, could be greater in England than in Wales. Of those who perceive themselves as ill, the 
SUMMARY There is a large excess in prescribing costs by GPs in Wales compared with England. This excess amounts to about 30%, equivalent at present to over £1 1 m a year. The pattern of drug prescribing by GPs and of patient consultation was studied in random samples of electors in Cardiff and in Bristol. Overall, more subjects in Cardiff had received prescriptions, and the average number of scripts for each person was higher than in England in the same period. The pattern for consultations was similar. For both prescriptions and consultations the rates were higher in Wales and the difference from those in England seemed to be greater for women than for men. There was no consistent difference between the two cities in the proportions of those who had consulted who received a script, nor was there any evidence that subjects in Cardiff received more prescriptions without a consultation. In both cities similar proportions of subjects bought drugs from chemists without a prescription. There are several possible explanations for an excess in prescribing costs in Wales. The proportion of subjects in the community who become ill, or who perceive themselves as ill, could be greater than in England. On the other hand, these proportions could be the same, but the relative numbers who treat themselves, perhaps by the direct purchase of medicaments, could be greater in England than in Wales. Of those who perceive themselves as ill, the Table 2 shows the sample drawn and the reasons for non-response. Table 3 shows the sex and age distributions of the 1591 subjects who responded. Dee A. Jones, P. M. Sweetnam, and P. C. Elwood be expected from the routinely collected information shown in Table 1 . The excess appears to be largely confined to women, although in fact the intercity difference does not differ significantly (P <0.05) between the two sexes. The data in this and in other Tables show the age and sex trends which would be expected,6 namely, prescribing rates are higher for women than for men, and for older subjects than for younger ones. Table 6 therefore sets out the numbers of subjects who had consulted during the four weeks before they were questioned. The overall rates are about 20% higher in Cardiff than in Bristol and women appear to contribute most of this excess, although again the data are not conclusive on this point.
Of those who had consulted a GP, the proportion who had received a prescription was similar in Cardiff and Bristol for both sexes (men 81% and 85%, women 88% and 82%). Overall, there is a fairly consistent age trend: that is, older patients who consult are rather more likely to get a prescription form than are younger patients.
In order to investigate the hypothesis that self-medication is an alternative to obtaining prescriptions, and that Bristol subjects purchase medicaments directly from the chemist more often than Cardiff subjects, we studied the pattern of self-medication among those who had and those who had not received a script in the four-week period. Of those who had not received a prescription, the proportion who had purchased medicaments directly 122 was higher among women than men and declined markedly with age in both cities, but the rates in Bristol (men 23%, women 32%) were almost identical to those in Cardiff (19% and 31%).
Discussion
Prescribing rates in general practice are widely accepted as being too high,78 and it is probable that a high proportion of patients fail to take drugs as advised.9 10 Against this background, a 30% excess in prescribing costs in Wales compared with England is disturbing. At current prices this excess is equivalent to at least £11m a year. Our study indicates fairly clearly that the excess is not generated to any appreciable extent by doctors. Substantial differences between doctors in prescribing do undoubtedly occur but overall, in Cardiff and in Bristol, there seems to be a very similar chance that a patient who consults will be given a prescription. This probability is age-related: the older the patient, the more likely it is that a prescription will be received; but in our data at any rate, there is no clear evidence that it is related to social class.
Our data confirm that prescribing rates are higher in Wales than in England and the size of the excess we detected is about the same as that shown by the routinely published data for the two areas included in our study. 2Excess prescribing rates could arise from 'repeat' prescriptions and a high overall rate could be generated by excessive demands from a small number of patients. Our data provide no evidence that the Welsh excess arises from such a subgroup because the proportions of subjects in the two cities who received multiple prescriptions (Table 5) show the same sort of proportional difference as the other measures of prescribing which we examined.
A second possible way in which higher costs could be generated is if all patients made higher demands. Our data suggest that this does occur in Wales, and that it may occur to a greater extent among women than among men.
There is one very important aspect of the higher prescribing costs in Wales on which our study gives no evidence. This is the extent to which excess demands arise from a higher burden of disease. Mortality rates for most conditions are higher in Wales than in England. Thus, the standardised mortality ratio (SMR) for all causes of death in Wales is 109 for men and 105 for women, but only 99 for both men and women in England alone."1 For arteriosclerotic heart disease and for respiratory disease, these differences are on the whole rather larger. It is impossible to translate differences in SMRs into likely differences in consultation rates or Dee A. Jones, P. M. Sweetnam, and P. C. Elwood prescribing rates"2 although, however effective the treatment, diseases which lead to a higher mortality rate are likely to generate higher prescribing costs. Conditions such as respiratory disease, which are chronic and for which drug therapy is available, could therefore lead to an excess in treatment costs which is much larger than might at first be suggested by mortality data.
Some of the excess prescribing costs in Wales could be explained by higher morbidity rates in Wales. However, an excess arising in this way would be likely to lead to an excess in prescribing rates in men and in women very similar to the Welsh excess in mortality; and probably the Welsh excess in morbidity occurs in both sexes. The most interesting outcome in our study is the evidence which, although not statistically convincing, suggests that the Welsh excess is generated largely by women patients. This was not expected and, if it is true, it is clearly relevant to some of the possible ways in which the overall excess in prescribing may arise in Wales. On the other hand, we know of no evidence which could explain a sex disparity and although Beresford and her colleagues'3 identified a number of factors relevant to consultation rates among women, there is no obvious reason why any of these should act differentially in Wales and in England.
The disparity between the sexes in the two cities, although we cannot be sure from our data that it is real, might suggest that the excess prescribing costs in Wales arise to a substantial extent because of higher demands and not solely because of a greater burden of disease. However, further studies will be required to examine again the prescribing rates in the two sexes separately, and to sort out more clearly the contribution to the Welsh 'excess' which can be attributed to disease, and that which can be attributed to 'behavioural' differences. 
